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DEFICENGY) |
F 000 INITIAL COMMENTS F 000!’Ihe Heritage Center is committed to #

!
| During the annua) recertification survey, and
investigation of complaint numbers 32568 ang
i 32679, canducted on October 28-30, 2013, at
The Heritage Center, no deficiencies wera cited
related to complaint number 32678, under 42
gFR Part 483,13, Raquirements for Long Term
' Care,
F281] 483.20(k)(3)()) SERVICES PROVIDED MEET
$8=D | PROFESSIONAL STANDARDS
1

|
|
|

1 The services provided or atranged by ihe faclliy
| must meet professional standards of quality,

; |
1

:This REQUIREMENT is not met as evidencad
f Based on medlzal record review, review of the

facility investigation, and interview, the fagility
| faited to follow physician's orders far side rails for

F 281

upholding the highest standard of care for its;
residents. This includes substantia)
compliance with all applicable standards and
tegulatory requircments, The facitity
respectfully works in cooperation with the
(State of Tenmessee Department of Health
toward the best interest of those who require
the services we provide.

While thiz Plan of Correstion is not to be
considered an admission of validity of any
findings, it is submitted in good faith as a
required response to the survey conduceted
October 28-30, 2013, This Plan of
Comraction is the facility’s allegation of
substantial compliance with Federal and
State Regulations,

| one {#237) residont of forty-¢ight residents 281 SERVICES PROVIDED MEET
| reviewed, PROFESSIONAL STANDARDS
]l The findings included: c CTION:
Resident #237 is no longer a resident in the
Resident #237 was admitied to the facillty on facility, 10/30/13
August 2, 2013, snd readmitted o the facility on i
August 31, 20183, with diagnoses including RESIDENTS WITH POTENTIAL TO BE
Urlnary Tract Infection, Anemia, and Acute Kidney ! IAFRECTED: I
Fallura, i : i 12/14/413
All residents have the poteatial to be 1
| Mediesl racord review of the Fall Rick Evaluation dhctad AT 2 bo dons oy it side
dated September 1, 2013, revealed the resident o dor dect y
was at risk for falls. Mursing and/or designee to assure order
; accutacy and that the ordered side rail types
, Medical racord review of the care pian dated are 1n place. Care plans will be reviewed by
| August 9, 2013, revealed ".,,Potential for Injury; the MDS Coordinator(s) and updated to
i Increased risk for falls, . Sido rail(s) as an enablar reflect the correct side rail/order
‘ mnformation. Cornpletion date 12/14/13. ‘
PPLIER REPRESENTATIVE'S SIGNATURE TIL {6 SATE
Execuh ref13/3
A1y deficioncy stnisment ending with am 2starisk (*) denotes a daficiency which the Insfution May bo oxslsed from covaciing Providing it is determined that
ther sefaguards provide sumeran: protection 1 the palients, (See Instructlons.) Excopl for rursing hnimeag, the findings stated sbove ara dizefocnble 60 days

ilowing (he dato of survey wholher or nod 2 plan of eorrection Is providad. For nurshi homes,

ays following the data
‘ogram partieipalion.

these documents dto mato ovafigsie 16 tho feciity, &

IR CMS-2567(62-08) Provtous Verdlons Obzoloty Bvant ID:282M11

daficiancios are elted, an approvod plan of corraetion |5

Facily 5: Thazo1

thé abave findings and plans of corraction are dlsciosatie 14
roqulshe to continuad

1 contirmation shat Page Tof@
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STATEMENT OF DEFICIENGIES X1) PROVISERABUPPLIERICLIA
AND PLAN OF GORRECTION '( }mmmrmnom'imm ﬁﬁmm CONSTRUCTION "‘3’3825&‘%%‘;‘5"
| 445215 B.WING___
NAME QF PROVIDER DR SUPRLER ’ [ STREET AnpRESS, oy STATE 216 CODE 10013
HERITAGE CENTER, 26 MUFARLANR STREET
A THE MORRISTOWN, TN 37814
4) 1D SUMMARY STATEMENT OF DEFICIENGIES | m PROVIDER'S FLAN OF CORRECTION | o
%epm (EACH DEFICIENGY MUST BE PRECEDED BY FuLL R EACH GOR '
e REGULATCRY OR LSC ICENTTFYING INFORMATION] I[ oA CROSS REFERE ﬁ%ﬁpﬁ%"&f’fm SR
| DEFIGIENCY)
i i
1 H SYSTEMIC C GES; ) [
Fee ff;ﬂrt;;:id:f?“ page 1 F 281 |Nursing staf? will b in-serviced by the | 12/14/13

Director of Nursing, Assistant Directors of |
Nursing, or designee on obtaining side rail s

Medical record review of physician’s orger
dated August 31, 201 3, revegied *., Falf

; precaution 1/2 SR (siderai) x 2 for bed safety
! {and) moblitty. "

Medical record raview of the Nurse's Note dated
September 14, 2013, st 10:20 p.m,, reveaaled
"...This nurse alerted by CNA (certified nurging
assistant) staff that Res. {resident) was found on
floor by laundry aide. Res was In belween...and

' | roomsmates bad., was laying on all of., bed
clothes-top sheat (and) spread included...resident
lying on..{right) side on...pillow asleep, the way

l- (resident) was lving...appaared to be
comfortable...Res, assessed from head fo toe.

[ Res. face was flushed {and) some eider bruising

nated (o bilat (bilateral) ams, but no Injuries |
noted, Ras. slert (and) answering questions !
appropriately asked res 2-3 times if...was ok
states "yes, yes Mm fine” asked res ifhit.head,
stales "No, ' fine.® {vital signs) (femperature)

i 97, (pulse) 117, (respirations) 20 {blood pressire)
145/81, O2 sat (vxygen saturation) 95%..,Res.
assisted up to bed-denies pain. New orders put in
place for low bad {with) mats at bedsida {and)
non skid socks...”

Medical racord review of the Nursing Progress
Note dated Saptember 15, 2013, at 3:50 a.m,,
revealed "...Entered ras, room to adm,
(administer) a.m. mads.(moming
medications)., Res. right siderail ralsed left
siderail down,..”

Review of a withess statemant {regarding the |
incident on September 14, 2013) dated

September 15, 2013, olstalned Py the facillly from

usage and monitoring, Comypletion date
12/14¢13,

MONITORING:
The Divector of Nursing, Assistane Dircctors! 12/14113
of Nursing, or designee will audit side rail "

orders with tnonitoring in place for corract J
!

1

:

orders and usage for accuracy weekly x 3
months. The audits will be taken to the
Performance Tmprovement Commmittee x 3 |
months for further interventions if indicated,
Performance Improvement Cornmittee
members include the Executive Director,
 Director of Nursing, Assistant Directors of
Nursing, Medical Director, Staff
Development Coordinator, and Department
Managers,

FORM CMS-2567(02-9%) Pravigus Varshis Obzplolo

Evant 1D: 232041

Foclty 1¢ TH320T

i mrﬁﬁmﬂon shoo! Page 2ofg
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ATE, 2P cobe

() Ity SUMMARY STATEMENT
PREF[Y
I

TAG ]

!

LATORY OR LSG IDENTIEYING

OF DEFICIENCIES
EACH DEFICIENCY MusTae PRECEDED

BY FLLL
INFORMATIIN)

1D
PREFN
TAG CROSS-REFERENCED TO

PEFICIENCY)

F 281 ,’ Continuad From page 2

"...Wen{ to room
| In between beds. Al
 the pllow under.. head. | checke
i toe...! ask {resident) wha
| (resident) said I wag just
; Was on the other side of
(rasident) was lying o
and...head on a piffow |
1 bed (and) tay dewn jn #
; 0k 3 ¥'s (resident) saig
I

getting

YGSH-

[ Interview on October 29,
the Assistant Diractor of Nursing
eonfersnce room, confirmed g
not In place at the tima
the floor on September 14, 2013
Interndew on
LPN #1, confirmed the resid
oriented when found in the floor,
answar all questions appro
! asked if the resident fell, the reg]
i Made 4 bad

| Registerad Ny
; CO
II the raised position when the res
{ on the floor, and the resident wa
E‘ siderails In {he rafsed Fosition.

! ofo #32565
F 441’ 483,65 INFECTION CONT
$8=D: SPREAD, LINENS ‘

ROL,

 The facilty must establish and mainain an

]

j Licensed Practical Nursa {LPN) & 1, revealed

f and {resident #237)..lving in flogr
covers (and}) pillow was in

i the fioor, and res was Iving on t0p of them {withy

L.was doing in the flogr |
the room.,,.sinee :
COvers from heg

thought,..had made, 2
0OT...| asked ras if.,.was

2013, at 3:40 Ram., with

the resident was found on X

Interview on October 30, 2013, at 740 a.m
rse Supervisor & 3, inthe
nference room, confirmed one slderail was in

|

d res. head to
that chatr...chalr

!

{ADON), in the
side ralis were

. |
!

Octobar 29, 2013, at 4:15 /., with |
entwas dlert and = |

was able to

priately and whan

dent said no, just

« Wil

dant was found
5 1o Have both

FREVENT i
i
I

N
ACTION SHOULD BE
THE APPROPRIATE

(X5} '
COMPLETION
DATE

f ( E:cnﬁ\&ug's FLAN OF oo
!
F 231}

|
|
|
|
{
|

|

F 441 ! 441 INFECTION
' SPREAD, LINE

|

NS

CONTROL, PREVENT,

—

!
|
|
|

TRM CM5-2567(52.68) Prwvious Varlons Obolote

Event 10:252M11

Faeillly 107 TN320%
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STATEMENT OF DEFIGIENGIES RISURP p—
worliortomicin [ ZREREREGA | caeraierin o pare ey

445215 B, Wines
o 10/30i2013
NAME OF PROVIBER OR SUFPLIER STREET ADDRESS, CITY, SYATE, Zip COBE
HERITAGE GENTER, THE 1028 MCFARLAND STREET
: MORRISTOWN, T A7814
X410 SUMMARY STATEMENT OF DEFICTENGI
RRer {EAGH DEFICIENCY MUST B PRSSEAE N o PREFIX (eack, E‘é’én“?c”ﬂ&’}é‘f&%%“m%”ae comAgron
TAG REGULATORY DR L5C IDENTIEYING INFORMATION) TAG cmss-menegg’ggl g gp}E APFROPRIATE DATE
1 :
| . { |
F 441 Continued From page 3 | F441) CORRECTIVE ACTION: /13713
infection Control Pragram designed o provide a Assoctate #3 and chef #1 werc re-
safe, sanitary and comfortablg etvirenment and educated/in-serviced by the Ditector of
to help prevent .the development and transmlssion Nursing and/or Dietary Manager on the
of disease and infection, practices of infection control during meal
service. Completion date N b
(2} Infection Control Program 2013. o e November 13,
ghe facility must establish an [nfection Control ;
rogram under which it - RESIDENTS WITH PO NTIAL
(1} Investigates, tonirals, and prevents infactions | AFYECTED: 18 HOBE [ s
{ In the facility; I All residents have the otential to b
2) Decidas what pracedures, such as isclation, affecte':d Infect b ] ?- D 9e
shauld be applied to an individus] resident; and dm % ;  confrol policies
(3) Malntains @ recard of incidents and corractive Sirtouncing food service have been
{ acllons related to infections, reviewed by the Director of Nuorsing and
; Staff Development Coordinator as of
; (b) Prevenling Spread of Infoction Noveraber 13, 2013. Fland sanitization i
: (1) When the Infection Control Program Ptoducts have been placed in vatious areas
determines that & resident needs isolation tg of the diming room by the Director of
prevent tha spread of infection, the facility must Nursing and/or designee to assist in
Isolate the resident, infection control compliance as of
(2) Tha faaflity must prohibit om playees with a November 13, 2013.
communicable disease or infected skin lesions '
from direct contact with residents or thetr food, if SYSTEMIC CHANGES: |
direct contact will transmit the disease, All staff will be re-educated/in-sorviced by | 12/14/13
(3) The facility must require staff to wash their the Staff Development Coordinator or
hands after each direct resitant contact for which Di i i irecto ;
9 P oo wrector of Nursing, Assistant Directors of
haonf wiasna?grg indicated by acaepted Nursing, or designee on infeetion centrol
protessional practice, policies/ptactices with focus on mea
(©) Linens services. Completion date 12/14/13,
Parsontel must handle, store, process and
transport linens so as to prevent the spread of
infection.
This REQUIREMENT is not met as evidenced
¢ byt
| Based an abservation and terviaw, the facility i
FORRM CMS-2507(0298) Pravipus Versions Glisslen Evont (028219 Faglty J0: Th201 It cantinuetion shaet Paga qof6
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[starevent o DEFICIENCIRS 1) PROVIDERSUALIER/GLiA TIPLE G ‘
AND PLAN OF GORRESTION & IENVIRICATION NUMBER: ﬁ’ﬂmg‘e CRETRUCTION MJSQELSE{"’T%%Y

448215 8, WiNG
e 10/30/2013
NANE OF PROVIDER QR SUPPLIER . STREET ADDRESS, CITY, STATE, 2P Cone - '
1026 MCFARLAND STREEY
HERITAGE ¢ TH
ENTER, THE MORRISTOWN, TN 37814
x40 | SUMMARY STAYEMENT OF BEFICENCIES o PROVIDER'S PLAN OF CORRECTION it
PREFIX ! CH MUST BE PRECEDED BY FijLL ! CH CORRECTIVE ACTION SHe CoMLETIO
™we | EGULATORY ORLSE IDENTIEYING WNFORMATION) pﬁgx r m‘g"@. o Enceommsfppg'ggnﬂim DATE
! | I BEFIGIENCY)
i ' !
F 441/ Continued From page 4 F 441! MONITORING;
.[ failed to maintaln infoction cantrof practices The Executive Director, Director of [ 12714713
| during & meal sorvice for one of three dining Nursing, Assistant Directorg of Nursing,

, rooms obsgrved,

[ The findings included:;

]
| Duting <ining ebservation on May 28, 2013,
f beginning at 11:48 a,m., in the main dining roorn,
| Certified Nurse Assfstant (CNA) #3 was nbserved
10 refrieve fram 2 tray cart, ang place the
platad food in frant of residents sitting at three
differant tables. Continued obsarvation revealed
CNA#3 was observed io touch the faca and
beard without washing or sanitizing the hands

It serving residents.

Interview with GNA #3 on Oct 28, 2013, at 11255

——

a.m., in the main dining room, canfirrned the CNA
} had not washed or sanitizeg the hands batwean

food eervice of the four residents. Continued
interview confirmed the ONA had wiped fhe
| CNA's mouth, and touched the CNA's bagrd
' withaut washing or Sanitizing the hands, Further
intarview with CINA £3 confirmed the CNA did not
] know where the hand sanitizar was looated in the
] maln dining room, and canfirmed the dining raom
did not have a sink available to wagh the hands,

Quring dining tbservation on Qctaber 28, 2013,
at 11:56 a,m., In the main dining room, Chaf #1
was observed wiping the Chefs nose with tha
back of the Chefs hand on two different
aceasions, and did not change gloves er sanitize
: the hands before continuing to plate foad for the
['residents in the mzin dinj

ing room,
 Interview with Chetf#1 on May 28, 2013, at 12:00
| .M., Int the main dining feom, confirmead the Chaf
j hod wiped the Chafs nogs, and ot changad |

Dietary Manager and/or designee will audit
mea| service for one mea) daily x 30 days

trol compliance, Audit will

control compliance and for any further
interventions. Performance Improvement
Committee membeps include the Bxecytive
Director, Director of Nursing Assistang
Directors of Nursing, Medical Director,
Staff Development Cocrdinator, and
’.Dcpartment Managers,

FORM CMS-2597(02-49) Provious Veralanz Quadiote Event ID: 252141

Facity 9: TN220+ If contimumtton shant Prgs Sof§
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445215 8. wiNG
10}
NAME OF PROVIDER OR SURPLIER il SYREET ADDRESS, crTy, STATE, ZIP CGDE 020
HERITAGE CENTER, THE 1928 MGPARLAND STREET
A MORRISTOWN, TN 278144
(i -, SUMMARY STATENENT OF DEFICIENCIES o PROVIGER'S PLAN OF CORREGTION {xm
PREEX (EAGH DEFIGIENCY WRUST BE PRECEDSD Y FULL (% ACTID)
e T
! DERICIENGY) [
) [
F 447 | Continued Frorg page 5 [ Faad !
1 gloves or sanitized the hands before retuming to ’
| plating food for the residents.
f
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